Objective. Clinical review on outcomes using burst spinal cord stimulation (SCS) in the treatment of chronic, intractable pain. Design. Narrative clinical literature review conducted utilizing a priori search terms including key words for burst spinal cord stimulation. Synthesis and reporting of data from publications including an overview of comparative SCS outcomes. Results. Burst SCS demonstrated greater pain relief over tonic stimulation in multiple studies, which included blinded, sham-controlled, randomized trials. Additionally, burst stimulation impacts multiple dimensions of pain, including somatic pain as well as emotional and psychological elements. Patient preference is weighted toward burst over tonic due to increased pain relief, a lack of paresthesias, and impression of change in condition. Conclusion. Burst SCS has been shown to be both statistically and clinically superior to tonic stimulation and may provide additional benefits through different mechanisms of action. Further high-quality controlled studies are warranted to not only elucidate the basic mechanisms of burst SCS but also address how this unique stimulation signature/pattern may more adequately handle the multiple affective dimensions of pain in varying patient populations.
Introduction
Despite of the immense burden that chronic pain has on patients, payers, and caregivers, it is rarely treated adequately and may even go untreated altogether [1, 2] . Pharmacological treatments for neuropathic pain states are frequently ineffective [3] , and opioid drugs, though effective in selective patients, may lead to harmful effect for both individuals [4] and society [5, 6] . Much of the challenge in the development in new pharmacotherapies results from the lack of knowledge or translation of research from animal to human species [7, 8] .
The safety, efficacy, and cost-effectiveness of spinal cord stimulation have, in randomized controlled trials, been proven for failed back surgery syndrome (FBSS), complex regional pain syndrome (CRPS), and painful diabetic neuropathy (PDN) [9] [10] [11] . More than five decades of clinical experience with electrostimulation of the dorsal columns (and adjacent dorsal neural structures) for intractable pain conditions have established this treatment in the armamentarium of pain practitioners, anesthesiologists, and neurosurgeons [12] [13] [14] [15] [16] [17] . Despite continuous improvement in the physical and functional aspects of implanted hardware and increased understanding of the limitations and possibilities of the treatment, the nature of the delivered stimulus to the spinal cord has remained unchanged for many years. The conventional paradigm of SCS is to elicit comfortable paresthesias in the painful area using a tonic stimulus pattern at low frequencies (typically 30-70 Hz). However, during the past decade, a number of novel stimulus paradigms have been introduced for clinical use, resulting in improved outcomes and reduction in unwanted side effects [13, 18] .
The concept of burst spinal cord stimulation (burst SCS), introduced in 2010 by DeRidder and colleagues [19] , targets the dorsal columns in stimulus bursts comprised of five 1-ms pulses with an intraburst frequency of 500 Hz, delivered with a frequency of 40 Hz in a passive recharging paradigm to maintain charge balance across the electrical contacts ( Figure 1 ) [18] . In contrast to other novel stimulus paradigms, burst SCS stems from original observations of thalamo-cortical firing patterns, which have the ability to strengthen synaptic connectivity [20, 21] . It was originally applied to the auditory cortex in an attempt to treat tinnitus with transcranial magnetic stimulation resistant to tonic stimuli [22] . When the burst SCS pattern was electrically applied to the dorsal columns at adequate settings, it was effective at producing analgesia without the need for paresthesias [19, 23, 24] . Most recently, burst SCS was shown to result in statistically superior pain relief compared with tonic stimulation in a large prospective, randomized, controlled clinical trial [25] .
Apart from affecting pain intensity, evidence suggests that burst SCS may impact important aspects of the chronic pain condition, such as pain vigilance, pain catastrophizing, and depression [18, 26, 27] . The purpose of this narrative review is to explore the available evidence for burst SCS spinal cord stimulation, providing a clinical perspective on the possible distinct therapy features, benefits, and limitations.
Methods

Literature Search Strategy
The reviewed literature was compiled by searching the MEDLINE and EMBASE databases using the search term "burst" combined with "dorsal column stimulation" or "spinal cord stimulation." Google Scholar and the journal Neuromodulation were searched using the term "burst spinal cord stimulation." Citation lists from contemporary reviews on spinal cord stimulation were also surveyed, and additional literature was added as appropriate.
Selection of Literature
Literature included both prospective and retrospective studies reporting clinical outcome measures when treating chronic pain using burst SCS, regardless of the underlying pain condition or length of treatment time. All included papers were peer reviewed, except two conference reports [28, 29] .
Articles were excluded on the following criteria: Indications other than pain of the trunk or limbs, nonhuman studies, published study protocols, technical reports with no outcome measurements, conference proceedings on smaller cohorts and treatments other than spinal cord stimulation. All authors participated in the selection process. Disagreement on selection of literature was resolved by consensus. Published papers were also graded by level of evidence utilizing standardized methods on a scale from level 1 (RCT) to 5 (Expert Opinion) [30, 31] .
In total, 20 papers were included in this review. All evaluated changes in pain intensity or pain quality with burst SCS (Table 1) . Other secondary outcomes were reported and those varied between the studies.
Burst SCS Lead Placement, Contact Selection, and Stimulation Parameters
Lead Placement and Contact Selection
For years, the correct placement of SCS leads and electrodes was dependent upon generating a concordant overlap of paresthesia coverage in the area/region of pain. Conceptually, this technique targets the large-diameter fibers in the dorsal columns that in turn project to the anatomically correct pain processing neurons in the spinal
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Inter-Burst Interval Incremental Pulse Amplitude Passive Recharge Phase Figure 1 . Burst stimulation pattern and waveform signature. Pulse trains are separated by an interburst interval of stimulation quiescence. Note the increasing pulse amplitude during the burst. During the interburst interval, a passive charge balance occurs that dissipates any charge imbalance that might occur across the electrodes.
cord. In general, before switching to burst SCS mode, primary lead placement is also mapped using paresthesia coverage with tonic stimulation.
This paradigm has changed slightly with the development of new stimulation parameters, such as with higher frequencies where paresthesias may not be perceived by the patient. With the introduction of 10-KHz stimulation frequencies, it has become possible to place SCS electrodes in anesthetized patients with a standardized, anatomically based procedure; this is not to assume that leads can simply be placed anywhere, as the physiologically relevant underlying neural structures must still be influenced by the electrical field. Similarly, preliminary results from a prospective, multicenter study have shown that anatomical lead placement near the T9-10 junction in patients suffering from FBSS and utilizing burst SCS can lead to subsequent pain relief [47] . These results showed visual analog scale (VAS) reductions of low back and leg pain from baselines of 79 mm and 60 mm to approximately 20-24 mm and 13-17 mm, respectively, at three months (N ¼ 30). Follow-up at six months showed similar results. Importantly, reported pain reduction, using either paresthesia mapping or strict anatomical placement, did not differ. These results suggest that, like higher-frequency studies, anatomical lead placement with burst SCS might be effectively used near the T9-10 epidural space to treat low back and leg pain.
Although the literature shows pulse train activation patterns in alpha, beta, and theta ranges and beyond, the stimulation pattern utilized clinically by burst SCS is five pulses (1-msec duration) being delivered at 500 Hz at a 40-Hz burst frequency. Importantly, the system undergoes a passive recharge cycle at the end of the burst phase, as opposed to an active recharge phase, to provide charge balance [18] . Varying burst frequencies have been tested clinically; based on a preclinical study, clinical outcomes, and power consumption, an interburst frequency of 500 Hz was found to be preferential [48] . Similar studies have been completed in animal models, demonstrating frequency-dependent effects on pain processing neurons in the dorsal horn [49] .
Pulse amplitudes used during burst stimulation generally are much lower than during tonic stimulation [25, 35] . This is partly due to the higher frequency (reducing charge per pulse to accommodate increased total charge delivered) used during the burst period, as well as the 1-ms pulse width utilized. A recent substudy of the SUNBURST pivotal trial found that patients not only preferred lower-amplitude intensities, but also gained more pain relief at those settings [50] . This might seem counterintuitive compared with the dose-response relationship in low-frequency SCS (LF-SCS). Although it is not exactly clear why lower-intensity pulse amplitudes with burst SCS provide potentially better outcomes, conceptually, using the least amount of electrical "dose" needed helps both the battery use in the system and the potential to induce plastic adaptations by the nervous system. In an animal study published by Tang and colleagues, lower pulse amplitudes utilized in burst SCS were more effective in reducing neural responses to noxious pinch, reinforcing the concept of a therapeutic window [51] . Similarly, reductions in pulse amplitude showed a different response in LF-SCS, demonstrating a clear point of separation vs tonic stimulation with respect to pulse amplitude. There is increasing evidence that demonstrates a difference in the neurophysiologic responses to burst SCS [52] . These types of neural responses might allow a phasic approach to the use of burst SCS, further reducing the energy delivery requirements while maintaining clinical outcomes [53] .
"Paresthesia-Free" Stimulation
Burst SCS was introduced to modulate the somatic nervous system without the need for the conventional paresthesia-dependent overlap as a means of analgesia [19] . As discussed previously, given the frequency of stimulation during the burst, the amplitude is reduced to a subperceptive level [19, 24] . Although an in-depth discussion of the potential mechanisms underlying paresthesia-independent or paresthesia-free analgesia associated with burst SCS is beyond the scope of this review, multiple papers have highlighted this clinical observation and underlying neurophysiology [19, 24, 25, 35, 41] . Lower pulse amplitudes can partly explain the decreased somatic sensation of paresthesia, as can decreased sensitivity or conduction failure of orthodromically mediated action potentials in the dorsal column nuclei [18] . Schultheis et al. showed in a case series of six patients with chronic axial neck pain, cervicobrachialgia, and occipital neuralgia after neck surgery that pain relief could be achieved without significant overlap of paresthesias [54] . The latter findings, in conjunction with other studies, indicate that burst SCS may not only generate analgesia without paresthesias, but that the lead position utilized with burst SCS may not produce concordant paresthesias when low-frequency tonic stimulation is utilized. The implications for these findings are a potential difference in ideal or efficacious lead position when burst stimuli are used in a lead positioned with tonic stimulation. Moreover, it is consistent with different underlying mechanisms of analgesia between tonic and burst SCS.
Clinical Outcomes Using Burst SCS: Pain Relief
The first peer-reviewed evidence on burst SCS was published by De Ridder and colleagues in 2010 [19] . In this prospective controlled study, patients were exposed to both burst SCS and LF tonic stimulation (LF-SCS) in a randomized, crossover fashion. In patients with primarily FBSS and failed neck surgery syndrome (FNSS), with a mean follow-up at 20.5 months, effective long-term pain suppression was demonstrated, and evidence for paresthesia-free spinal cord stimulation with burst SCS was established.
De Ridder et al. followed up this study in 2013 with a first-of-its-kind prospective, randomized, shamcontrolled clinical study [24] . During the trial phase, 15 patients diagnosed with FBSS were exposed to one-week periods of either tonic, burst SCS, or sham; the latter was accomplished by turning the stimulation amplitude to zero. Pain intensity scores demonstrated a statistically significant improvement of back, leg, and general pain with burst SCS as compared with sham. Interestingly, isolated back and leg pain intensities were not significantly different from tonic back and leg pain during tonic stimulation. However, combined general pain was significantly different between burst and tonic stimulation, possibly demonstrating that the proposed different central pain processing of pain with burst SCS is reflected in the perception of general pain intensity. Remarkably, burst SCS showed significant improvement over placebo for back, leg, and general pain. Indeed, central processing of pain as a cognitive construct has implicated both affective and somatic discriminatory brain areas as well as the connectivity between these regions [55, 56] .
In clinical practice, unresolved and often intractable low back and leg pain after spinal surgery (FBSS) [57] has served as the most common indication for SCS [12, 58, 59] . The published body of evidence for traditional tonic stimulation reflects this, as FBSS is the most thoroughly studied indication for SCS [58, 60] .
Multiple prospective and cohort-designed review studies have been published that demonstrate the clinical efficacy of burst SCS on FBSS, as well as a number of other low back pain conditions (Table 2) [14, 18, 26, 33] . Schu and colleagues conducted a sham-controlled randomized The SUNBURST trial, published in 2017, is the largest prospective, multicenter randomized controlled trial evaluating burst SCS to date [25] . This study was conducted to obtain Food and Drug Administration (FDA) approval and was therefore performed under strict FDA guidance. It was designed as a noninferiority crossover trial to compare burst SCS with control LF-SCS; subsequent superiority testing of secondary powered outcomes was also conducted, as outlined in the a priori statistical analysis plan.
After a successful LF-SCS trial stimulation and implant, subjects received, in randomized order, 12 weeks of either LF-SCS or burst SCS. After 12 weeks, subjects then crossed over to the other group. After 24 weeks, participants were allowed to use the stimulation mode of their choice, and subjects were followed until all subjects passed the one-year mark, with some subjects having two-year follow-up. FBSS and radiculopathies were the primary diagnoses of the study population, but pain conditions such as CRPS, degenerative spine disease, and postoperative pain were also included, thus reflecting the variability in SCS indications in everyday clinical settings. The primary outcome variable was difference in pain intensity between burst SCS and LF-SCS stimulation. The mean difference in pain intensity for general pain was 5.1 mm (VAS, 0-100 mm), resulting in burst SCS demonstrating both noninferiority and superiority compared with LF-SCS. The group difference in pain intensity was smaller in this study as compared with other trials reviewed comparing burst and tonic stimulation. However, it must be considered that only subjects proven to be responders to tonic stimulation were included in the trial, which potentially might disfavor burst SCS over tonic stimulation (enrich an LF-SCS responding population). Moreover, it is worth noting that despite the moderate difference in pain intensity between the stimulation modes, 70.8% of the study subjects preferred the burst stimulation mode over tonic stimulation. When questioned about the primary reason for preferring burst SCS, roughly half of the subjects answered superior pain relief, the other half lack of paresthesia. This potentially suggests that burst SCS targets other aspects of the pain or therapy experience, as indicated by earlier investigators demonstrating significant differences in pain vigilance and a possible difference in central processing of pain between burst SCS and LF-SCS [24] .
The SUNBURST trial data point to clinically important relationships between stimulation amplitude, paresthesia, and analgesic effects for burst SCS, essentially a therapeutic window of optimal efficacy. Despite the fact that considerable burst SCS programming experience existed in Europe at the time the trial started in the United States, subjects were not programmed in the same standardized manner at the onset of SUNBURST. During the course of the study, there was a tendency toward higher stimulus amplitudes, and in a programming optimization substudy of 32 patients having completed the first 24 weeks of the SUNBURST trial, additional improvement and fewer paresthesias were observed after a lowering of stimulation amplitudes into the presumptive therapeutic window [50] .
Burst SCS has also shown promising results in other pain patient populations, beyond low back pain and FBSS. De Vos and colleagues investigated the effectiveness in three cohorts: FBSS, poor responders (PRs) to tonic stimulation, and painful diabetic neuropathy [35] . Twelve patients with benefit from tonic stimulation for PDN were switched to burst SCS for two weeks, resulting in a 44% decrease in pain intensity from tonic baseline. The pain reduction in the PDN cohort surpassed both the FBSS and PR cohorts. Evidence for traditional tonic stimulation in PDN had previously been established in a multicenter randomized clinical trial [35] , and despite methodological weaknesses such as short follow-up time in the burst SCS trial from the same author, evidence suggests that burst SCS is at least as effective as tonic stimulation in producing a substantial, clinically meaningful effect on pain in PDN, without paresthesias.
Burst SCS Regaining Pain Relief in Failed Tonic SCS
A number of studies have compared the analgesic efficacy of burst in patients with effective tonic therapy (Table 2) , as well as salvage therapy with burst SCS in patients failing tonic therapy. Burst SCS may offer advantages over tonic stimulation, as the data suggest improved patient tolerance, increased function, and success in a subset of patients refractory to tonic SCS. De Vos et al. [35] tested burst SCS for two weeks in 48 patients with tonic stimulation for at least six months. The 48 patients were divided into three groups: 12 patients with painful diabetic neuropathy, 24 patients with FBSS who had significant pain reduction with tonic stimulation, and 12 patients with FBSS who did not benefit from tonic stimulation. After two weeks of burst SCS, pain scores were reduced significantly. Burst produced an additional pain reduction of 44% in PDN and 28% in the patients with FBSS who had already experienced pain reduction with tonic stimulation. On average, poor responders to tonic SCS reported decreased pain intensity by 23% when burst SCS was utilized. Although poor tonic responders seemed to benefit less, there was still a meaningful reduction in pain when compared with tonic SCS. Overall, burst SCS was able to produce an additional painrelieving effect in almost 60% of the pain patients. In a separate study, DeRidder and colleagues reported that 62.5% of the patients not responding to LF-SCS did respond positively to burst SCS [34] , similarly demonstrating that burst SCS can result in analgesia when LF-SCS fails.
Intuitively, it makes sense that a stimulation paradigm acting through different neurophysiologic mechanisms would be able to provide analgesia when a different stimulation mode has lost effect. Although it appears that burst SCS can provide pain relief for those patients who have failed tonic stimulation [26] , further research is required to more fully elucidate this in multiple patient populations.
Studies Comparing Burst SCS with HigherFrequency Paradigms
To the best of our knowledge, only three trials have compared burst SCS with another higher-frequency tonic stimulation mode (HF-SCS) (Table 2) [36, 40, 61, 62] . HF-SCS therapy delivers tonic stimulation to the spinal cord at a frequency at or near 10 kHz. Kinfe et al. randomized 16 patients with FBSS and predominant low back pain to either HF-SCS or burst SCS and followed up at three months and 12 months [36, 62] . Both treatments resulted in a robust therapeutic effect on back pain intensity and functional outcomes. The result was slightly in favor of burst SCS, but this result should be cautiously interpreted, considering the small sample size and singlecenter design. Schu and colleagues compared burst SCS with a 500-Hz tonic SCS stimulation pattern, thus matching the intraburst signal frequency. These authors found burst to provide better analgesia in patients with FBSS when compared with the 500-Hz group [40] . In patients suffering from CRPS, no clear preference for burst or other HF-SCS paradigms, including frequencies at 500 and 1200 Hz, could be demonstrated [61] . This suggests that there may be a difference in this patient population when compared with those suffering predominantly from low back pain.
Blinded, Sham-Controlled Studies Utilizing Burst SCS
Burst SCS has been studied in a total of 11 prospective studies (Table 1) . Of these, four have also included sham/ placebo controls (Table 3) [24, 40, 41, 61] . This far exceeds any other cohort of placebo-controlled studies examining a specific stimulation frequency or pattern, where similar stimulation parameters might slightly vary between studies (including HF-SCS) [63, 64] . In all but one study [41] , burst SCS outperformed placebo control (sham stimulation); however, in that study, the "sham" stimulation was comprised of the stimulating amplitude being set at 0.1 mA, or as the authors termed it, the "low-burst" setting. This is in opposition with the other three studies, which set the device amplitude to 0 mA [24, 27, 61] , and suggests that burst SCS may provide therapeutic benefit even at very low amplitudes. This is consistent with the concept that higher stimulation amplitudes, in general, may be less effective than lower amplitudes [50] , with a lower dose-response curve "floor" than tonic stimulation. These consistent findings are in contrast to other placebo-controlled studies showing inconsistent and conflicting findings on differences between HF-SCS and sham stimulation [63, 64] .
Emotional and Affective Component of Pain
The individual's perception of pain is the result of a complex integration of sensory, emotional, and cognitive cerebral input. It is believed that the discriminative/sensory part of pain perception (e.g., exact location, character, intensity of pain) follows the lateral pathway via the anterior spinothalamic tract, which projects mainly to the S1 and S2 regions of the somatosensory cortex and the operculum of the insula. The affective/emotional part of pain perception follows the medial pathway via the lateral spinothalamic tract, which projects to the operculum part of the insula, anterior cingulate cortex (ACC), and other brain regions [18, 23] The medial thalamic complex is believed to potentiate the ACC by burst firing patterns. Activation of the ACC is involved in processing the attention paid to pain [65] and the unpleasantness of pain perception [66, 67] . This connection has been implicated in the evolution of acute to chronic pain as a result of lowfrequency firing patterns within the spinothalamic-cingulate complex. This anatomic pathway might also facilitate pain-induced attention, memory, fear, and anxiety behaviors as a contextual basis for pain [18, 68, 69] . The mechanism of action article in this supplement, as well as other reviews, gives detailed information on the evidence gained over the years to support the possible clinical efficacy of burst SCS, as this simulation paradigm tends to act on the ACC [15, 18] . Spinal, supraspinal, and neuroimmunological mechanisms of burst SCS might help explain its clinical effects on the affective component of pain perception.
We identified multiple studies describing the effects of burst SCS on validated clinical affective outcome parameters. In the Beck Depression Inventory (BDI), a validated questionnaire that looks at three domains of depression, the degree of symptoms is categorized as minimal, light, moderate/severe, or severe, with score ranges of 0-13, 14-19, 20-28, and 29-63, respectively. Four papers with a total of 128 patients used the BDI as a secondary outcome measure (Table 4) . Unfortunately, the most comprehensive study used moderate/severe depression (BDI > 24) as an exclusion criterion [25] . For this reason, only patients with low BDI scores were included in this trial. Thus, the reported BDI scores in this pivotal study have no clinical meaning in further analysis. The smaller studies show a clinically meaningful reduction in BDI score for burst SCS compared with baseline measurements.
The Pain Catastrophizing Scale (PCS) is a validated questionnaire that looks at three domains of pain catastrophizing: rumination, magnification, and helplessness. The maximum score is set at 52, with a total PCS score of 30 representing clinically relevant catastrophizing. A total PCS >30 results in a significant chance of prolonged unemployment and total disability for occupation-related activities. There is a strong correlation between high PCS scores and high BDI scores. Three papers with a total of 57 patients investigated PCS as a secondary outcome measure (Table 5) . Results from multiple studies indicate that pain catastrophizing can be significantly reduced with burst SCS. Currently, it is unclear if the greater reductions in pain observed with burst SCS are a primary effect on the PCS; this could also result from direct neuromodulatory effects on supraspinal regions in the cerebrum. Further studies are needed to better elucidate the effects observed on the PCS and to better understand the cause and effect properties.
The insula and ACC in the brain play a pivotal role in attention to pain and may influence pain-related behavior [55, 56] . Moreover, pain hypervigilance is associated with greater clinical pain severity and enhanced experimental pain sensitivity in chronic pain patients [70] . The Pain Vigilance and Awareness Questionnaire (PVAQ) is a validated questionnaire that scores two domains of attention to pain: actual attention and change in attention. The maximum score is set at 80. To support its validity, PVAQ scores are related to perception of bodily awareness and negatively correlated with the ability to ignore pain [71, 72] . Thus, the amount of awareness or attention to pain is a contextually important factor in terms of how much pain a person perceives. Three papers with a total of 50 patients that studied the PVAQ as a secondary outcome measure were analyzed (Table 6 ). In two studies, there was a reduction of PVAQ reported. Although the reductions were modest, it is unclear how the results would differ in a cohort of de novo stimulation patients who had not undergone prior stimulation therapy where partial relief may have already been attained or the attentional context had already been altered.
Overall, clinical data suggest that burst SCS is able to alter the affective and emotional components of pain, probably by modulation of the brain regions involved in affective and emotional pain processing [23, 24, 73] . Psychological comorbidities such as depression and pain catastrophizing are viewed as negative predictors of a beneficial long-term outcome of SCS [74, 75] . Novel stimulation paradigms such as burst SCS, due to proposed distinct differences in mode of action, may provide challenging patient populations with a better chance of success utilizing SCS therapy. As many of these outcomes are interrelated and covary with one another in a typical clinical setting, it will be interesting to see how burst SCS may directly influence the affective component of pain via modulation of centrally projecting pathways.
Explant Data
Lack or loss of efficacy is the most frequent reason for explant of neuromodulation systems [76] [77] [78] [79] . This represents a tremendous burden for the patient, medical staff, and social care systems alike. In a multicenter retrospective study examining neuromodulation system explants (N ¼ 352), Pope et al. found that 43.9% were explanted due to loss or lack of efficacy with tonic stimulation. The majority of the patients treated (45.7%) suffered from FBSS [76] . Explants after SCS were also recently analyzed by Jean Pierre Van Buyten et al. [77] . A retrospective chart review of 955 implants over a five-year time period from centers in three different countries were analyzed, and a mean explant rate of 7.9% annually was detected. The total number of unanticipated implanted pulse generator (IPG) explants was 180 (19%). Of these 180 explants, 94, or a little more than half, were due to inadequate pain relief; 14.2% of the patients utilizing HF-SCS (10 kHz) therapy were explanted due to inadequate pain relief. In patients treated with tonic SCS, the explant rate due to inadequate pain relief was 11.2% for the rechargeable system and only 6.9% for the nonrechargeable system [77] . In an eight-year follow-up of 234 patients with different pain pathologies, Hayek et al. found that 32 patients (13.7%) reported loss of efficacy, which was the most common reason for all explants (39%). The median time until explant was 19.6 months [79] .
In an effort to decrease device explants and exiting from neuromodulation therapy, switching to burst SCS when tonic stimulation fails (and vice versa) has been shown to be a clinically valid approach [35] . Moreover, if pain relief has subsided due to adaption or accommodation of the nervous system, switching to a different stimulation paradigm with a different mechanism of action makes sense [18] .
Conclusions
There is a high level of clinical evidence for the efficacy of burst SCS on pain intensity after one year of therapy in patients suffering from a variety of chronic pain conditions. Moreover, there are many blinded, shamcontrolled RCTs indicating clinical superiority over both placebo and tonic SCS. In addition to high-quality data from controlled trials, there is a plethora of evidence from observational studies that demonstrates that burst SCS produces improvement, not only in pain intensity but over a range of other clinically meaningful patientreported outcomes. Multiple sources of evidence suggest that burst SCS appears to interfere with the affective component of pain perception, indicating that unique changes in the central processing of pain are induced by this therapy.
The overall level of evidence in trials reviewed for this paper is variable, ranging from high-quality prospective trials with long follow-up periods to a number of low-to medium-quality trials. Randomized trials comparing different stimulation patterns powering for affective components of pain are needed to confirm the reported positive effects in prior reports. Although there are data on a variety of neuropathic pain conditions, future studies should also better focus on individual pain conditions, like FNSS, CRPS, peripheral neuropathies, postsurgical chronic pain, ischemic pain conditions, visceral pain, and central pain conditions (e.g., poststroke pain). A comprehensive means to approach this is bundling the existing data in an international database and running registrybased RCTs [80] . In this manner, new indications can be studied in real-world populations with a long follow-up period, gaining increasing clinical evidence levels. It will be useful to best understand patient phenotypes that may best respond to burst SCS either before receiving any form of neuromodulation, or as a secondary attempt at regaining analgesia in patients losing efficacy with tonic or HF-SCS. Real-time pain intensity recording, validated questionnaires in affective pain perception, real-time functional outcome measures (e.g., pedometry and sleep quality), and standardized additional investigation (e.g., neuroimaging, neuro-electrophysiology, biometrics) may help in this process and push personalized pain therapies forward.
